Though it is recommended that orbital regional blocks be performed by adequately trained specialists (American College of Eye Surgeons, 2001 ; The Royal College of Anesthetists [RCOA] and the Royal College of Ophthalmologists [RCO] UK, 2011), they are done by ophthalmic paramedics, in many developing countries including Nepal. I am not aware if any analysis of the patient-safety profile of the procedures performed by these staff has been carried out. Stemming of this practice, however, is evidently attributable to inadequate availability of qualified specialists in this part of the world.
The number of specialist-care providers has increased in recent years and is further increasing annually. More than 20 ophthalmologists and similar number of anesthesiologists are currently produced in Nepal every year. Therefore, the question arises 'Has it not been the time that these orbital regional blocks be performed by those trained specialists?' 'Doing no harm to the sick' is the first principle of care everyone must recognize. At the same time, being able to continuously improve the quality of service maintaining high standard of care depending on the available resources is the responsibility of care providers. In the context of better availability of resources and technology as well as care-pathway modernization, we should now define as to what the standard of care should be for a particular set-up for ensuring patient safety by reducing complications and clinical errors. Although it is not possible to prevent the errors to a zero level, there are evidences that upto 50 % of fatal incidents may be preventable (de Vries et al, 2008; Kelly, 2009 ).
Incidence of adverse events and complications are less likely to be admitted and reported in the absence of effective monitoring. Closed-claim investigation of adverse outcomes is not in common practice in our country. Incomplete and poor record keeping impede our learning from errors. It is very unlikely to get a readymade response when asked about the preparedness for safety of ophthalmic surgical patients even from university level teaching institutions and dedicated eye hospitals. Worldwide, the issue of patient safety has already become a discipline in itself and ophthalmology is not an exception (Kelly, 2009 ).
Patient safety is not possible unless stringent quality control measures are adopted and followed. The Nepal Ophthalmic Society -a concerned professional organization, should take the initiative in assessing the need and preparing surgical patient safety guidelines in consultation with other professional organizations and Nepal Medical Council. We can learn from India -our neighboring country where the practice of organizing ophthalmic surgical camps in places other than health institutions has been stopped in view of patient safety and quality of care. Attempting to improve a system is never late.
Performing ophthalmic surgery in optimally equipped and staffed facilities, comprehensive, clear and unambiguous record keeping for clinical audit and governance, compulsorily assigning qualified personnel for patient monitoring during surgery, providing Basic Life Support and Advanced Life Support training or equivalent with periodic refresher training are some of the recommendations made to improve patient safety during ophthalmic surgery under orbital regional blocks (ROAC and RCO, UK, 2011).
In conclusion, preparedness for patient safety during and after ophthalmic surgery should draw adequate attention of all the concerned stakeholders in Nepal.
